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V 000 INITIAL COMMENTS V 000

 This was an End Stage Renal Disease federal 

complaint # IN 00105700.  The complaint was 

closed by the complainant on May 2, 2012, 

therefore this complaint was not investigated.

Facility:  # 005160  

Surveyor:  Bridget Boston, RN, PHNS

On April 16, 2012, at 10:15 AM, a telephone 

interview was held with the complainant who 

indicated a meeting was scheduled on April 18, 

2012, with the Dialysis corporate and local 

management and the area network 

representative.  The complainant indicated 

preference was to attend the scheduled meeting 

and if a satisfactory resolution was not reached, 

the complainant would contact the Indiana State 

Department of Health.  

On May 2, 2012, at 10:34 AM, during a telephone 

interview with the complainant, the complainant 

indicated a satisfactory resolution was reached 

with the dialysis staff on April 18, 2012, and the 

complainant wished to close this complaint.   
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